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AChildren of women with renal disease used to be born dangerously or not at all -

not at all if their doctors had theirwa y é

A Nat ur ehelging kaadsby ldunting fertility as renal function fallso

Lancet, 19/7/5,801-802
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GLOMERULAR
HEMODYNAMICS

* Vasodilatation
* Increase in RPF and GFR

ANATOMICAL

* Increase in kidney size (1 cm)

* Dilation of the collecting
system (R>L)

TUBULAR FUNCTION

e Altered tubular reabsorption
of protein, glucose, amino
acids and uric acid

| ELECTROLYTE BALANCE

¢ Increased total body sodium
up to 900-1,000 meq

—_ : - GFR » Increased total body potassium
X up to 320 me
' —- RPF 4 q

O 404 * Decrease in set point for thirst
< -— FF and ADH release
= ¢ Expansion of plasma volume
®) d
o 20+
(@)]
£ i
c
8 04 T )
5 S S 8 0§ I "y
= = — ‘C\L, ;I é X

204 = = o~ o o o <

; ; o o &
Week of Pregnancy

»
'r7 LEUVEN Odutayo and Hladunawich CJASN 2012;7:2072080 UMC Utrecht


https://www.umcutrecht.nl/nl/

THE CASE

A 24-year patientcomego your outpatientclinicfor thefirst time.Shehas ahistory
of hypertensioand vesiceureteralr e f | u somesenatinsuficienay

R/ metoprolol

Currentlab tests:

Serum creatinine of 1,7 mg/déGFRof 39 ml/min/1.73n? (CKD stage III)
Proteinurial,2 g/g

Bloodpressure

145/85 mm Hg officeblood pressure

How are wegoing to counsel?



PERSPEOONRAESG NANEYMBNTEKD

Systemiceview ofqualitativestudies:
(15 studies, n=257)

/ Majorthemes
Pursuingnotherhood
Failureto fulfill socialnorms
Fearof birth defects (ie 1SAnd transmittinggeneticdisease
Decisionainsecurityand conflict
Fearof graft loss
Futur@?
Witholdingemotionalnvestments
Controland determination
Exacerbatinglisease

Tong A et al, NDT 2015; 65860



ENERULEEOUNSELLING: PATIENT -

TABLE |
WOMEN WITH RENAL DISEASE WHO SHOULD BE PR AR OACH
REFERRED FOR PRE-PREGNANCY COUNSELING

&
e Women with CKD stage 1-2 and adverse risk factors: - i

KEE GENETIC
CALM COUNSELOR

> Significant proteinuria

CALL THE

> Hypertension Do .
o o KeeP
> Systemic diseases such as lupus or vasculitis e
NEONATOLOGIST
> Previous adverse obstetric history

e Women with CKD stage 3 to 5 including women on
dialysis

* Women with renal transplants

e Women with a family history of hereditary renal disease

CKD = chronic kidney disease.

Lightstoné& Jnephrol2012



MOST COMMON UNDEROYMNNMISE

SLE

Minimalchangesfocal sclerosis

IgA nephropathy

Membranous

Vasculitis

Diabeticnephropathyl'land T2

CAKUT
Hereditarynephropathy(Alporf ADPKD)

Specific risks eg Alportephroticyndrome

Timing of conception
Diabetes: adequately controlled blood pressure and glucose
Lupus nephritis: 6 quiescentisease
GN: stabilizingdiseaseactivity mm HQ)
Bloodpressuravell controlledand switchio nonteratogenidreatment (<140/90mmHg (target inpregnancy 135/85 mm Hg)



GENETM@INSELLING

-25% of patientswith CKDC family history
10%-20% of patientswith CKDC mendeliarcauses

10% of patientswithCKDC c¢other$  ainknowd



INCREASE IN AWARENESS ISOHEXSESIARY
KNOWLEDGE

300

COL4A3-5
FSGS

PAX2
TTC21B
FSGS

DGKE

~20% ESRD before age 280yr: nephrotic syndrome

250 monogenic hereditary WCZfBANDaHUS

(Vivanteet al, Nat ReWephr2016; Van Eerde et al, Kidney International nephronophthisis-

2016) related ciliopathy
200
HNF1B
PAX2
isolated CAKUT ‘

HNF1B
150

renal cysts and diabetes

syndrome

NPHP1

nephronophthisis
PAX2
renal coloboma

syndrome

PKD1 sequence
ADPKD
COL4A5
50 Alport I I I
)

cumulative number of genes

100

Van Eerde et al, Kidney International 2016



cumulative number of genes

Pre-pregnancy advice in
chronic kidney disease:
do not forget genetic

counseling

To the Editor: We applaud Hladunewich et al.'

INCREASE IN AWARENESS IECHEETSMARKNOWLEDG

COL4A3-5
FSGS

PAX2
TTC21B

300

~20% ESRD before age 230yr: ooie B
monogenic hereditary TP NDaUS
250 (Vivanteet al, Nat ReWNephr2016; Van Eerde et al, Kidney International TTC218
2016) nephronophthisis-

related ciliopathy

200

ADPKDHRKD)
Hereditary FSGS (ébF2
| Alport (COL4AY

150

100

Branchieoto-renaalsyndromeKYA)
Nefrogenicdiabetes insipidus
(AVPR2/AQP2

Van Eerde et al, Kidney International 2016



6 OPTIONFORCOUPLESONFRONTEWITHAN
INCREASERISK OF AHILDNITHA GENETIOISEASE

conceivanaturally no tests

conceivenaturally prenatal diagnostidest,potentiallyfollowed by termination

spermor oocytedonation
adoption depends on:
have nochildren A disease severity

A patient preference
A local availability

preimplantationgenetictesting(PGT)Y embryoselectiod
| identifyingunraffected embryos
| ex vivo / beforeimplantation

| preventgeneticdiseasein followinggenerations
| withoutterminatiorof pregnancy



PREIMPLANGENENES TIRRBOCEDURE

Alsogeneticcounsellinfpr nonmendelian
causegg CAKUT

preparationtime
hormondreatment, IVF / ICSI
embryobiopsy
genetictestingof 1 cell

a bk WD PF

embryo transfer

Invasive
time consuming

succesgate
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